As part of its ongoing work to support and value the contributions to art therapy from service users, the British Association of Art Therapists (BAAT) conducted a survey of art therapists with dual experience as professionals and mental health service users. The survey aimed to establish if art therapists disclosed their experiences as service users when applying to train, during their art therapy training and/or when qualified. Participants (N = 20) were also surveyed on their motivation for disclosure or non-disclosure, their experiences of the process and the quality of responses they met. They were additionally asked whether their experiences of mental health services had impacted on the quality of their art therapy practice and if so, how. The findings from this small sample suggest that disclosure was not easy. Reported responses to participants' disclosures were mixed, with many experiencing both helpful and unhelpful responses. Emotional support appeared to be important for helping people both to normalise and to contain current distress. Another finding concerns self-reported increased empathy for service users. Awareness and management of one's own limitations was another reported gain, since reflecting on oneself and one's life was usually enforced through the 'breakdown', hospitalisation or disruption of career path.
Introduction
Art therapists have a long history of working with people diagnosed as having severe mental health conditions (McNiff, 2004; Wood, 1997) . Indeed, some people in mental distress spontaneously produce artworks, with a number of those who in the past spent time in asylums being famous for it and others unknown (Hornstein, 2012) . According to both art therapists and people who have received art therapy, the approach enables people to express thoughts and feelings that may be difficult to put into words and to place distressing or confusing mental contents outside oneself in artworks. Joint exploration of these artworks with an art therapist, and other members if in group art therapy, may lead to improved understanding of oneself and one's life, or to making reparative and positive connections with the therapist or other members of group art therapy (Skaife & Huet, 1998; Waller, 1993) .
Over the last decade, the British Association of Art Therapists (BAAT) has supported the exploration of new paradigms of art therapy practice in light of growing evidence from academic research that suggests that the most effective psychotherapists integrate mechanisms for consistent feedback from their clients, adjusting their practice accordingly (Miller, Hubble, & Duncan, 2008) . BAAT has also supported and published evidence from service users' lived experience (Woods & Springham, 2011) and their insights on what good art therapy practice should be (Springham, Findlay, Woods, & Harris, 2012) . Therefore, new paradigms have involved developing approaches to practice that do not assume a 'therapist-as-expert' model and integrate service users' views as well as psychosocial and cultural issues in the process of therapy.
A separate development is that the Health and Care Professions Council (HCPC), the statutory regulatory body for arts therapies in the UK, has now embedded consultation with service users and carers in its Standards for Education (HCPC, 2014) , recognising that people with 'lived experience' have a positive contribution to make to professional training. However, one of the paradoxes of service user involvement in training is that it can play into the 'them-us' divide (Gough, 2011) . This may be because sourcing such experience from people outside the institution can be seen as locating it in 'the other', and helping to conceal any service user experience that professionals and trainees may have. Trainee professionals, and those who train them, are seen as needing the 'expertise by experience' of those designated as service users because by definition they do not themselves have such first-hand knowledge.
While on the one hand this sets up service users as the experts, which is a better position than one of being stigmatised, it can also maintain a separation between professionals and service users, rather than recognising the humanity (suffering and joy) in everyone. Rather than reducing prejudice, as one might hope, bringing in service users as experts may unintentionally preserve it because it still positions mental distress as something external to teaching staff and students. This may emphasise differences rather than common causes, as it categorises people as belonging to one group or another, rather than recognising the continuum of human experience.
One solution to this problem could be the application of Allport's (1954 Allport's ( /1979 contact theory to suggest a different teaching model, such as learning together rather than the more traditional 'teacher-asexpert', since research evidence suggests that activities with shared goals can reduce prejudice (Corrigan & Shapiro, 2010) . Alternatively, courses might approach involvement in different ways simultaneously. Another psychological theory that may have relevance is that of the role model from Bandura's social cognitive theory (1977) . This theory suggests that equipping professionals who have service user experience to teach may also have a powerful effect in terms of facilitating understanding of mental distress and reducing any fear and prejudice. Seeing someone who exemplifies both professional and service user makes it impossible to sustain the belief that they must inevitably be separate and different groups.
A negative sense of difference is often already present before service users come to teach, because of prejudice or negative attitudes within society, and even more pronouncedly within mental health professions (Charles, 2013; Hansson, Jormfeldt, Svedberg, & Svensson, 2013; Stuber, Rocha, Christian, & Link, 2014) . People who wish to train as professionals are aware of this and may hide their distress experience (Stanley, Ridley, Harris, & Manthorpe, 2011) . Prejudice also affects professionals who may need to use mental health services during their career (Stanley et al., 2011) . However, as Richards, Holttum, and Springham (2016) note, growing numbers of mental health professionals are sharing their experiences publicly in print or at conferences. Gilbert and Stickley (2012) surveyed a small number of social work and nursing students who had experience of mental distress, and reported that they felt able to draw on this experience for the benefit of service users. In particular, they felt increased empathy. In keeping with the recommendation of Shepherd, Boardman, and Burns (2010) for supporting recovery in mental health staff with mental distress experience, Morgan and Lawson (2015) have produced some preliminary suggestions for guidelines on staff sharing their personal experience of mental distress for the potential benefit of both service users and staff themselves. Woods and Springham (2011) researched what one might learn about improving art therapy from the lived experience of an art therapist who was admitted to a mental health unit. Following the publication of this article, several art therapists with lived experience expressed their approval and relief to the paper's authors (Woods, personal communication) at seeing this issue named and valued within the art therapy profession.
Rationale and research questions
To date there has been no research on art therapy trainees' experiences of art therapy training in the context of having personal experience of mental distress, or on the way courses respond to disclosure of such experiences. There are also no studies on what effects, if any, experience of mental distress has on art therapists' practice.
The research questions were as follows. Regarding art therapists with experience of mental distress:
. Did participants disclose their experience of mental distress at interview or during their art therapy training, and if so, what was their experience of disclosing and the reactions to it? . What effects, if any, do participants perceive their experience of mental distress to have had on their practice?
Methods

Participants
A questionnaire was sent to 26 art therapists who responded, and 19 completed it. A further participant requested and completed the questionnaire following her attendance at a training day to prepare network members to teach on art therapy courses. These 20 participants represented a response rate of 1.25% of the total BAAT membership, but an unknown response rate from those with service user experience. Service user experience was defined as having received a mental health diagnosis and having needed to use mental health services before, during or after training as an art therapist. In order to maximise confidence in anonymity in relation to reporting the findings, we did not collect demographic variables. However, the diagnoses and problems people mentioned in their responses included: depression, anxiety, breakdown or crisis, psychosis, brain injury, eating disorder, bipolar disorder and personality disorder. Treatment included inpatient, outpatient, psychological therapies including art therapy, and medication.
Design
This was a cross-sectional survey, using a questionnaire with open-ended questions to allow people to tell the story of their experience of mental health service use, the responses they perceived art therapy training courses to have made to their disclosure, and any perceived impacts of their service user experience on their practice.
Procedure
In January 2014, members of the BAAT were contacted by email and were informed that the BAAT valued the experiences of those who have had to use mental health services. The message espoused the aim of developing a network of art therapists with these experiences, in order to conduct research and create learning opportunities. The network would offer lived experience as expertise. Confidentiality was assured. A month later, the BAAT survey on art therapists with dual identity was sent to all the respondents.
Survey questions
The survey addressed experiences of mental distress and service use before, during and after training, eliciting the 'story' of what happened, asked whether people disclosed this experience at interview for art therapy training, what reactions were experienced, asked what, if any, impacts participants felt their experience had on their art therapy practice, and asked what participants looked for in an art therapist and if there was anything they felt would not be helpful. The data from these last two questions will be reported in a future publication.
Results
Of the 20 respondents, 16 (80%) had mental health service user experience before training and 4 (20%) not until after training. Of those who had experience before training, 8 (50%) also had experience during training, of which 5 (31%) went on to experience it afterwards as well. Two of the 20 (10%) had experience before and after but not during training ( Figure 1 ).
Proportion of participants who reported disclosing to the course
Of the 16 participants who first experienced mental distress before training, 8 (50%) reported not disclosing at interview, 4 (25%) reported partial disclosure and 4 (25%) full disclosure. Reasons cited for not disclosing either at interview or later are shown in Table 1 . Table 1 Fear of negative judgement: People who work in mental health don't disclose: Figure 1 . Timing of experience of mental distress.
Examples of quotations coded under themes in
It only seems like an unwritten rule to me in some mental health settings. (P9)
Interviewers/others did not make it feel safe to disclose:
Fear kept my mouth shut. (P11)
Not encouraged to disclose:
If I had been asked directly I probably would have disclosed the information. (P9)
Disclosure during training
Irrespective of disclosure status at interview, most went on to disclose at least partially during the course, but few from early on. Of the eight not disclosing at interview, two went on to disclose to tutors and peers from early on in the course, and six disclosed partially during the course to peers, a tutor or in groups, though for three respondents, disclosure was not until late in the course. Of the four who reported disclosing fully at interview, three also disclosed to tutors from early on and discussed their experience in groups or with peers, while the fourth disclosed partially in groups or with peers. Of the four who partly disclosed at interview, one reported not disclosing at all during the course, and the other three only partially with peers, or with groups or a tutor. Reasons for disclosure are shown in Table 2 . Table 2 Experience evident in own artwork: Part of peer friendships:
Examples of quotations coded under themes in
There were some peers that I got close to that I discuss things with a lot. (P9)
Experience of disclosure at interview
Three of the four who disclosed fully at interview felt that they received positive responses, for example:
It was received with compassion and I felt valued and not judged. (P6)
The remaining participant felt the interviewers made unhelpful assumptions, for example that being on medication must make them 'fuzzy' (P14), which was not the participant's experience.
Experience of positive responses to disclosure during the course Nine participants reported positive responses, with the greatest number discussing their perceptions of the way that their peers reacted, with seven participants reporting that other students on the course were supportive. Two of these and also a third participant mentioned reciprocal support, through other students also disclosing experience of mental distress (Table 3) . Although only five participants wrote of support from their tutors, several examples of quotations will be provided to illustrate this, since four participants described emotional support at some length and clearly valued it greatly. Two of these four also mentioned practical support, along with another participant.
Quotations illustrating perceived positive responses to disclosure Perceived support from other students (peers). This was about feeling safe, and feeling that others were empathic and supportive: Perceived mutual support among peers. This tended to be in terms of reciprocation and shared understanding:
My peers were very supportive in college but I felt a lot of my friends had their own stories and issues. We supported each other. (P6)
Perceived support from supervisors and tutors. This included various kinds of emotional support, including demonstrating positive regard, normalising experiences of distress or the use of it in one's work, and containing the participant's anxieties about their mental distress: Experience of negative responses to disclosure during the course Eight participants reported negative responses to disclosure, six of whom had also reported positive responses, indicating differing contexts and people encountered during training. The greatest number of participants reporting negative reactions were those writing about a general lack of support, or a general tendency for people to be guarded and reluctant to discuss personal experience of mental distress (five participants in each case). Three participants each reported feeling shamed following disclosure and feeling that disclosure reduced staff faith in them. Other themes were voiced by one participant each (Table 4) .
Quotations illustrating perceived positive responses to disclosure Insufficient support from tutors or course: Knowledge of their experience reduced staff faith in them:
I felt quite distressed and felt that I was being judged negatively as someone who might 'mess up' rather than someone with experience that might be useful to bring to placement. (P14)
Reported effects of mental distress experience on practice
The most frequently reported effect on practice was 'increased empathy with service users' (n = 14). Within this overall theme we identified different subthemes (Table 5 ). Generally, fewer negative effects were reported. Themes are illustrated below. Empathy for clients was most often explained as understanding the patient position: The empathy participants felt towards service users also seemed to connect to a sense of responsibility towards the client:
It helped me to remember how these moments at the therapy room can be strange and warm at the same time, and to keep the boundary between the client and me in a professional but warm way. (P5) Humility seemed to be part of the process of empathising: I did not ever think of myself as 'better' than my clients or think that I could never end up in their position. (P4) Finally, there was empathy due to awareness of stigma:
Sadly my experience as a service user allows me to see how much stigma and internalised stigma still exists around mental health-that to be a client in public services is still often to be 'other ' and inferior. (P14) The next most frequently voiced theme, by 11 participants, was 'awareness and management of limitations': I have had to ensure that I manage my anxiety through a daily routine of meditation, mindfulness and selfreflection. (P17) Eight participants felt that they were particularly able to bring hope to clients in great distress: I bring hope and belief in recovery to my work with [specific disorder] and have discovered that I am often the first person to hold this attitude with them. (P3)
Eight participants also wrote about unspecified positive effects:
The difference in my clinical practice feels subtle […] In terms of change-this experience, unexpectedly, leading to my sense of more capacity as a therapist. (P7) Some participants felt they had greater ability to work with distress:
[Experience of distress was] helpful because of where I was able to go to personally. (P15) Some participants emphasised an ability to work collaboratively, which included explaining therapy clearly, checking in with the client frequently, adapting to their needs and enabling them to feel some power within the therapeutic relationship: I am also more explicit about what I think we are trying to do so I can check this out with the client. (P8)
One of the things I tell service users in our initial meeting is that there is a clear complaints procedure.
Five participants mentioned a drive to advocate the service user perspective: There was a sense of knowing how to make it feel safe in a therapy session or group:
Knowing […] how to put people at ease and provide a sense of safety and trust. (P6)
Insider service knowledge was felt to be useful in a practical sense:
It has also enabled me to share things […] that I found helpful with first-hand experience of the knowledge that they can work. (P6)
Three participants felt that they had experience of positive therapist role models:
I found some self-disclosure from my counsellor very helpful although I understand that we were quite far along in our therapeutic alliance so I would be cautious about this in work. (P8)
Two participants mentioned learning from negative therapist role models:
Some of the bad experiences I had [in therapy] informed me of ways I did not want to be. (P9)
Among the negative effects participants reported on their practice, lack of confidence was mentioned by the greatest number (n = 7): Two participants wrote about concern that they might get ill again:
I battle with it weekly. What if I get ill again? (P1)
Discussion
The findings from this small sample of art therapists with experience of mental distress suggest that disclosure is not easy, which is consistent with previous findings (Richards et al., 2016; Stanley et al., 2011) . One reason given for disclosing would be unique to training in expressive therapies, since the arts are media of expression and may aid the sufferer's coping: some participants felt that their distress was visible in their artwork. That experience of distress was relevant to learning seems in keeping with recommendations for training mental health workers in the recovery approach (Roberts & Boardman, 2014) , whereby owning and drawing on one's own distress fosters empathy with service users. Reported responses to participants' disclosures were mixed, with many experiencing both helpful and unhelpful responses in different training contexts. Many found peers especially supportive, with some reciprocity. Fewer participants reported positive responses from supervisors and tutors, but where they were supportive, it went beyond deadline extensions. Emotional support appeared to be both important for helping people to normalise and contain current distress, and for their learning so that their own experience could become more of an asset than a concern. Other experiences seemed to suggest that a tutor or supervisor's non-engagement or negative response could worsen anxiety and be unhelpful to learning. These findings are consistent with those of De Figueiredo, Yetwin, Sherer, Radzik, and Iverson (2014) , who reported that students and clinicians with access to reflective supervision were most likely to report finding it helpful for their practice working with families where there was a traumatised child.
The major finding in our study of self-reported increased empathy for service users is consistent with the finding of Gilbert and Stickley (2012) for social work and nursing students. Participants gave sufficient detail of their own experiences and practice, as illustrated by quotations, to provide a compelling account of this. Awareness and management of one's own limitations was another reported gain, since reflecting on oneself and one's life was usually enforced through the 'breakdown', hospitalisation or disruption of career path. People without severe mental distress experience may gain some self-awareness through the personal therapy that is part of most psychotherapy training, but may be able to avoid facing some aspects of self through not experiencing certain levels of jeopardy. While this in no way means that people without such experiences cannot be good therapists, it does raise the issue of some differences due to service user experiences being real and needing to be acknowledged (Collier & Stickley, 2010) .
Limitations
Our sample of participants was relatively small and may not be representative of all UK art therapists with experience of mental distress. However, the congruence between our findings and those of surveys of other mental health and social care practitioners suggests that our sample was not particularly exceptional. We do not know how many may stop practising altogether and thus not be represented at all in our sample, so it is also possible that our sample is overrepresentative of people who have overcome or found ways to manage any ongoing distress sufficiently to carry on.
Implications for practice
Although the experience of mental distress is not one to be desired, participants felt able to draw on the experience for the benefit of service users. The present authors wish to highlight these and suggest that they can best become realities if tutors and supervisors on training courses do what many reported them as doing, namely helping people to feel that these experiences are acceptable rather than stigmatising, and being open to hearing how trainees' own experience and their client work interacts. We did not ask whether people disclosed to clients, and there is debate about when this is appropriate (Morgan & Lawson, 2015) . However, it seems clear from participants' reports that they had much to draw upon. Trainees on many different forms of psychotherapy, mental health and social care courses will experience something in a client's story that resonates with them at times. Having one's own experience of deep distress is just one of these and should be treated in the same way to help trainees separate their own and their client's material and be able to use their own material to best effect.
Further research
Training is the formative period for therapists, where role models can help them grow into their professional role (Bandura, 1977) . In this formative period, experience of mental distress (or other life experiences) can be either suppressed or valued and worked with to enable trainees to 'bring all parts of themselves' alongside their technical, theoretical and research knowledge and be and become self-aware and reflective mental health professionals. Yet there is relatively little research on how training courses should best achieve this, and indeed what the wider picture is in relation to supervisors' and tutors' responses to disclosure. Research is needed to find out how confident training staff feel in responding, given that they themselves may have trained in courses that were less open to it, and to determine what training they may need in order to foster trainees' ability to draw on their distress experience in ways that can be helpful to themselves and their clients. Our findings have hinted at some things training staff can do, but a survey of a wider pool of trainees in mental health and therapy training could build a more comprehensive picture of what is helpful, for whom and in what circumstances.
In addition, there may be a need for training staff who themselves have experience of mental distress to be able to gain more support or positive responses from their institutions. It seems likely that a staff member with distress experience who is supported would be better able to address such issues in a trainee than one who feels the need to conceal their experience.
Conclusions
This is the first survey of art therapy practitioners about their recalled experience of disclosing mental distress during art therapy training, and their perception of its impact on their practice. The mixed responses participants received from their courses and the known evidence of stigma suggests that more needs to be discovered about how training staff in mental health and therapy training respond to mental distress experience in their trainees, especially in terms of what is helpful in normalising it and enabling it to be drawn upon in trainees' learning and client work. Participants in our survey are engaging with innovative training to bring their experiences of valuing these experiences to art therapy education, but there needs to be further research to inform the range of psychotherapy and mental health education as to how they can best foster the use of such experiences, as well as other human life experiences in working with clients.
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